Explanatory analysis of discrepancies between self-reported and clinician-rated suicide ideation by Hoof, H.S.F. van
	 1
Explanatory analysis of discrepancies between self-reported 
and clinician-rated suicide ideation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
H. S. F. van Hoof 
S1028367 
Master Thesis Clinical Psychology 
Supervisor: Dr. J. M. Conijn 
Institute of Psychology 
Universiteit Leiden 
19-12-2015 
	 2
Self-reported and clinician-rated suicide ideation is often not in agreement with each 
other. The aim of this study was to investigate which variables explain the 
discrepancies between self-reported and clinician-rated suicide ideation. We used data 
of the Netherlands Study of Depression and Anxiety (NESDA) (N = 2981) and 
selected questions about suicide ideation from the self-report Inventory for Depressive 
Symptomatology (IDS) and the clinician-rated Composite International Diagnostic 
Interview (CIDI) and Scale for Suicide Ideation (SSI). The explanatory variables 
included personality traits and clinical predictors and were used as independent 
variables in two logistic regression analyses (CIDI vs. IDS and SSI vs. IDS). Negative 
effects with regard to over-reporting on the IDS were found for agreeableness 
(marginal) and impulsivity. For item response theory (IRT) based response 
inconsistency and years of education, positive effects were found. For IRT based 
response inconsistency this effect was consistent in both analyses, while for 
agreeableness, impulsivity and years of education the effect was inconsistent in the 
two analyses. No significant effects were found with regard to under-reporting. Future 
research should further investigate the explanatory variables that help to understand 
the advantages and disadvantages of self-reported and clinician-rated suicide ideation. 
These insights could then be used to make a decision for the use of either self-reports 
or clinician-rated interviews. 
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Explanatory analysis of discrepancies between self-reported and clinician-rated 
suicide ideation 
 Interviews and self-reports are important in mental health service because they 
potentially provide much insight into the problems of a client. They are used to assess 
the presence, symptoms and severity of disorders, to set up treatment plans and for 
research (Cuijpers, Li, Hofmann, & Andersson, 2010; Enns, Larsen, & Cox, 2000; 
Snaith, 1993). A meaningful benefit of clinician-rated interviews is that the client and 
clinician get to know each other a little bit, which establishes the therapeutic alliance. 
However, self-reports are often used for practical purposes (e.g. comparing problems 
in a systematically way) and to save time and money (Achenbach, Krukowski, 
Dumenci, & Ivanova, 2005). When the results of self-reports are in agreement with 
clinician-rated interviews, this would be beneficial especially in the public health 
sector, because staff time is often limited (Rush et al., 2006). Unfortunately, this is not 
always the case. 
 A lot of studies have investigated the discrepancies between self-reports and 
clinician-rated interviews in psychopathology. In a meta-analysis, Achenbach et al. 
(2005) examined 51,000 articles, which were published over the last 10 years, to 
investigate the correlations between self-reports and reports by informants. Their 
conclusion stated that self-reports often give different information about the problems 
of participants than reports obtained from informants. The estimated mean correlation 
was .45 when both raters (the person self and informants) completed the same 
instruments and .30 when they both completed different instruments.  
Comparisons of Self-reports and Clinician-rated Interviews in Depression 
 Focusing only on depression, discrepancies between self-reports and clinician-
rated interviews or scales have been investigated intensively (Carter, Frampton, 
Mulder, Luty, & Joyce, 2010; Chioqueta, & Stiles, 2005; Corruble, Legrand, 
Zvenigorowski, Duret, & Guelfi, 1999; Domken, Scott, & Kelly, 1994; Duberstein, & 
Heisel, 2007; Enns et al., 2000; Ferrando, 2012; Rush et al., 2006; Schneibel et al., 
2012; Tsujii et al., 2014). Corruble et al. (1999) investigated the discrepancy between 
the clinician-rated Inventory for Depressive Symptomatology (IDS – Clinician-Rated, 
IDS-C; Rush et al., 1986) and the self-report Inventory for Depressive 
Symptomatology (IDS – Self-Rated, IDS-SR; Rush et al., 1986). They found that 
patients over-estimated their change of symptoms over 28 days on the IDS-SR 
compared to the IDS-C (Corruble et al., 1999). In another study where they compared 
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the self-reports Beck Depression Inventory-II (BDI; Beck, Steer, & Brown, 1996) and 
the Hopkins Symptom Checklist (SCL-90; Derogatis, Lipman, Rickels, Uhlenhut, & 
Covi, 1974) to the clinician-rated Montgomery - Asberg Depression Rating Scale 
(MADRS; Montgomery & Asberg, 1979), they found that the self-reports were only 
moderately correlated with the clinician-rated interview. The correlation between the 
BDI-II and the MADRS was 0.59 and the correlation between the SCL-D and 
MADRS was 0.60 (Carter et al., 2010). The studies mentioned above are examples of 
the many studies that have examined the discrepancies between self-reports and 
clinician-rated interviews. 
 Factors that are associated with these differences can be found in 
demographic, clinical and personality explanatory variables. For example, it was 
found that over-reporting was found in personality factors like phobic anxiety, 
cooperativeness and self-transcendence (Corruble et al., 1999). Over-reporting on 
self-report measures compared to clinician-rated measures was also found for African 
Americans (Rush et al., 2006), in patients who were female, had less severe 
depression, increased levels of rumination (Carter et al., 2010), were younger of age 
(Carter et al., 2010; Enns et al., 2000) and in patients who were higher educated, had 
the atypical, non-melancholic subtype of depression (Enns et al., 2000), higher 
neuroticism (Chioqueta, & Stiles, 2005; Domken et al., 1994; Duberstein, & Heisel, 
2007; Enns et al., 2000; Schneibel et al., 2012) and higher impulsivity (Kim et al., 
2013). Negative relationships for over-reporting were found in the personality traits 
openness to experience (Duberstein & Heisel, 2007) extraversion (Enns et al., 2000; 
Schneibel et al., 2012) and agreeableness (Enns et al., 2000). It has also often been 
showed that the severity of depressive symptoms of respondents was higher when 
self-reported than when rated by a clinician (Carter et al., 2010; Domken et al., 1994). 
A recent study has shown that hopelessness and a history of a suicide attempt 
increased the chance of the discrepancy between the Hamilton Rating Scale for 
Depression (HamD; Hamilton, 1960) and the BDI in people with Major Depressive 
Disorder with a history of suicide being the most powerful explanatory variable 
(Tsujii et al., 2014).  
Discrepancies with Regard to Suicide Ideation 
 To determine if an individual has suicide ideation is a difficult and complex 
task. Patients are not always willing to disclose their thoughts and clinicians may not 
always fundamentally evaluate this topic. Self-reports on one hand have the 
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advantages of being anonymous and may encourage a more non-judgmental 
assessment of suicidal behaviours. Clinicians on the other hand may rely on their 
intuition and may not inform further about specific data relevant to suicide risk. If the 
information about suicide ideation gained from a self-report is equal to the 
information that can be acquired during a clinical interview, self-reports could serve 
as a useful supplement to clinicians' assessments (Kaplan et al., 1994).  
However, previous research has found discrepancies with regard to self-
reported and clinician-rated suicide ideation. For example, Kaplan et al. (1994) 
investigated whether patients revealed the same information about suicidal ideation on 
a self-report (Harkavy-Asnis Suicide Survey − HASS; Harkavy-Friedman & Asnis, 
1989) as they did on a clinician-rated interview that was developed specifically for 
this study and consisted of questions that were taken directly from the HASS. They 
found that for the question that concerned recent suicidal ideation, patients tended to 
reveal more on the HASS. Healy, Barry, Blow, Welsh, and Milner (2006) found in 
their study that ‘only’ thirty-seven percent of the patients in their study were clinically 
rated as suicidal in contrast to the almost double amount of patients (62%) who 
completed the self-report version of the Scale for Suicide Ideation (SSI; Beck, 
Kovacs, & Weissman, 1979). Joiner, Rudd, & Rajab (1999) compared self-reported 
and clinician-rated suicide assessment among participants who participated in a 
suicide-treatment project. A high rate (approximately 50% of the sample) of 
discrepancy between self-reported (Suicide Probability Scale − SPS; Cull & Gill, 
1989) and clinician-rated suicidality (Modified Scale for Suicidal Ideation − MSSI; 
Miller, Norman, Bishop, & Dow, 1986) was found with the clinicians rating the 
patients higher in suicidality on the MMSI than patients rating themselves on the SPS. 
Patients with histrionic personality and a history of previous suicide attempts were 
more likely to belong to the group of patients that showed discrepancy. Another study 
(Gao et al., 2015) explored the discrepancies between clinician-rated suicide ideation 
(a modified module of the Mini International Neuropsychiatric Interview − MINI; 
Sheehan et al., 1998) and self-reported suicide ideation (an extraction of the QIDS-
SR-16; Rush et al., 2003) and its correlation with anxiety and depression severity in 
patients with bipolar disorder (BPD) or major depressive disorder (MDD). They 
found that the self-reported questionnaire was more likely to show higher frequency 
and severity of suicide ideation than the clinician-rated interview. Large positive 
correlations were found between the discrepancy and depression severity in both 
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MDD patients and BPD patients and between the discrepancy and anxiety severity in 
only BPD patients. 
Underlying Causes of Discrepancies 
 A lot of research is done concerning the demographic, clinical and personality 
explanatory variables for discrepancies between self-reports and clinician-rated 
interviews. A study has also showed that at later points of assessment, correlations 
between the self-report and clinician-rated scores have increased (Rivera, Perez, Cao, 
& Sixto, 2000). This has been confirmed in a replicated study where the HamD was 
compared to the IDS-SR-30 (Dunlop et al., 2010). These results tell us that the 
difference between self-reports and clinician-rated interviews likely represents a state 
and not a personality characteristic or other stable factor (Dunlop et al., 2010). This is 
one of the reasons to suspect that the differences may not (only) be causes by stable 
factors, but possibly caused by incorrect test behaviour.  
 There are different types of aberrant test behaviour that can have the result that 
test scores become invalid (Conijn, Emons, De Jong, & Sijtsma, 2014; Meyer, Faust, 
Faust, Baker, & Cook, 2013). Aberrant test behaviour like random responding and 
response styles (such as faking, socially desirable responding, acquiescence, and 
extreme response style bias) are some of the most important causes of invalid test 
results. Random responding happens when the participants are not able or not willing 
to respond regarding to the content of the items. This might happen especially when 
the participants become bored, tired, angry, or impatient (Baer, Kroll, Rinaldo, & 
Ballenger, 1999; Berry et al., 1992; Wise, 2006). Social desirable responding is 
another response style and happens when the participant tends to make himself or 
herself look good when answering items and it is common found in personality scales 
or self-reports of sensitive behaviour (Paulhus, 1991). Acquiescence, also called 
agreement tendency, is the tendency to agree with items, regardless of what the items 
are about (Paulhus, 1991) and extreme response style (Paulhus, 1991) is the tendency 
to give extreme responses on a rating scale (e.g., the 1 and/or 4 on a 4-point scale). 
People may also tend to deceive others by faking or hiding information on clinical and 
personality scales (MacNeil & Holden, 2006). Faking is a response bias whereby 
individuals tend to create a fake impression on clinical interviews or self-reports 
(McFarland & Ryan, 2000).  
 Invalid test scores which result from those different types of incorrect test 
behaviour, can be identified by different methods. There are a lot of psychological 
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inventories that contain validity scales that try to detect incorrect test behaviour of 
respondents (Achenbach et al., 2005; Conijn et al., 2014; Roth, Snyder, & Pace, 1986) 
or to correct the scale scores (Achenbach et al., 2005; Roth et al., 1986). For example, 
the Minnesota Multiphasic Personality Inventory (MMPI; Butcher, Dahlstrom, 
Graham, Tellegen, & Kaemmer, 1989) has scales to detect faking and scales to detect 
careless or random responding like the Variable Response Inconsistency scale (VRIN; 
Pinsoneault, 1998) and to detect acquiescence like the True Response Inconsistency 
scale (TRIN; Pinsoneault, 1998). 
 An alternative method to detect careless, random or acquiescent responding by 
means of assessing response inconsistency is item response theory (IRT) based 
person-fit analysis (Conrad et al., 2010; Meijer & Sijtsma, 2001). Person-fit statistics 
assess the degree of inconsistency in the item scores of an individual respondent with 
respect to an estimated IRT model. Response inconsistency basically means that the 
item scores of a respondent are inconsistent with each other. For example, when a 
respondent agrees with the item ‘My heart is racing/pounding’ but disagrees with the 
item ‘I feel restless’, this is an inconsistent response (Conijn, Emons, Van Assen, 
Pedersen, & Sijtsma, 2013). Variables that negatively correlate with response 
consistency are psychological distress (Conijn et al., 2014), undergoing psychological 
treatment (Conijn et al., 2013), severe personality pathology (Woods, Oltmanns, & 
Turkheimer, 2008) and lower education (Meijer, Egberink, Emons, & Sijtsma, 2008). 
It was also found that respondents low in conscientiousness (Ferrando, 2012; Schmitt, 
Chan, Sacco, McFarland, & Jennings, 1999), having a lack of motivation or 
concentration (Conijn et al., 2013; Conijn et al., 2014) and males (Pinsoneault, 1998; 
Schmitt et al., 1999; Woods et al., 2008) are correlated to responding inconsistently. 
Many inconsistent responses suggest that the validity of the total symptom score is 
questionable. 
Present Study 
 Previous studies have mainly investigated explanatory variables for 
discrepancies in self-reported and clinician-rated depression severity (Carter et al., 
2010; Chioqueta, & Stiles, 2005; Corruble et al., 1999; Domken et al., 1994; 
Duberstein, & Heisel, 2007; Enns et al., 2000; Ferrando, 2012; Rush et al., 2006; 
Schneibel et al., 2012; Tsujii et al., 2014). Some studies have also investigated 
discrepancies in self-reported and clinician-rated suicide ideation (Gao et al., 2015; 
Healy et al., 2006; Joiner et al., 1999; Kaplan et al., 1994). Because one of the worst 
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outcomes of having a depression is committing suicide (Tsujii et al., 2014), it is 
meaningful to further investigate the possible explanatory variables that can explain 
the discrepancies between reported suicide ideation in self-reports and clinician-rated 
interviews.  
 In the present study we aim to investigate which variables explain the 
differences between self-reported suicide ideation (as measured by the IDS) and 
suicide ideation reported in the Composite International Diagnostic Interview (CIDI; 
Wittchen, 1994)/on Becks Suicidal Ideation Rating Scale (SSI; Beck et al., 1979), 
which are both clinician rated measures. We use an existing dataset from the 
Netherlands Study of Depression and Anxiety (NESDA, 2004; Penninx et al., 2008), 
which is a longitudinal cohort study among 2981 respondents, including currently 
depressed/anxious, remitted depressed/anxious and healthy controls. 
Hypotheses. Seven of the ten explanatory variables that were used in the 
analysis are based on previous research identifying explanatory variables for 
discrepancies between self-reported and clinician rated depression symptoms: 
neuroticism, extraversion, openness to experience, agreeableness, symptom severity, 
hopelessness reactivity and impulsivity. The other three explanatory variables that 
were used are based on previous research for aberrant response behaviour: 
conscientiousness, aggression reactivity, IRT based response inconsistency. Table 1 
provides the hypotheses and corresponding references.  
 Three different sorts of hypotheses have been made; (1) that an explanatory 
variable is positively correlated with over-reporting of suicide on self-reports in 
comparison to clinician-rated interviews; (2) that an explanatory variable is negatively 
correlated with over-reporting of suicide on self-reports in comparison to clinician-
rated interviews; and (3) that an explanatory variable is positively correlated with both 
under-reporting and over-reporting of suicide on self-reports in comparison to 
clinician-rated interviews (see Table 1). 
Method 
Participants and Research Design 
 Data were obtained from the Netherlands Study of Depression and Anxiety 
(NESDA, 2004; Penninx et al., 2008). The NESDA is a prospective cohort study 
(N = 2981) spread over 8 years follow-up and studies the long-term course of anxiety 
disorders and depression. Of the complete sample, there were 373 healthy controls, 
1701 persons who had a current anxiety disorder and/or depression (six-month 
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recency) and 907 persons with lifetime diagnoses or persons who were at risk. The 
participants were recruited through mental health care organizations (n = 807, 27%), 
through primary care (n = 1610) and from the community (n = 564) and all gave 
written informed consent. There were two exclusion criteria used in the NESDA: (1) a 
primary clinical diagnosis of a psychiatric disorder not subject of NESDA which can 
affect the course of the study such as a psychotic disorder, obsessive compulsive 
disorder, bipolar disorder, or severe addiction disorder, and (2) not being fluent in 
Dutch. The four-hour baseline assessment included interviews in which information 
was gathered about demographic characteristics, physical and psychosocial 
functioning and psychopathology. The baseline assessment also included two self-
administered questionnaires, a medical assessment and computer tasks. Assessments 
were repeated after one, two, four and eight years of follow-up (NESDA, 2004; 
Penninx et al., 2008).  
 In this study, the measurements of the baseline assessment are used to assess 
patient-clinician discrepancies (i.e., by means of the CIDI, IDS and SSI) and to asses 
aggression reactivity, hopelessness reactivity, response inconsistency and the 
personality characteristics: neuroticism, extraversion, openness to experience, 
agreeableness and conscientiousness. The wave 4 data are used to assess the 
explanatory variable impulsivity. All the 2981 respondents were included in the 
current study, including the healthy controls. 
 The diagnoses of depression and anxiety disorders at baseline were made 
during a face-to-face interview with the CIDI, which classifies diagnoses according to 
the DSM-IV criteria (American Psychiatric Association, 1994). Only trained clinical 
research staff was allowed to conduct the CIDI. After the CIDI, symptom severity of 
depression was measured with the IDS. 
Measures 
 The Inventory of Depressive Symptomatology (IDS; Rush et al., 1986) is a 
self-report, which is used to determine the severity of depressive symptoms. The IDS 
establishes DSM-IV criterion symptoms for major depressive disorder, associated 
symptoms like irritability and anxiety and also symptoms relevant to atypical and 
melancholic features (Rush et al., 1986). The questionnaire consists of 30 items, each 
with four different answering options. The purpose is to circle one answer to each 
question that best describes how the respondent was feeling for the past seven days. 
The validity and reliability of the IDS have been shown to be satisfactory (Rush, 
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Gullion, Basco, Jarrett, & Trivedi, 1996). In this study, Cronbach’s alpha for the IDS 
equalled .79.  
 The Composite Interview Diagnostic Instrument (CIDI; Wittchen, 1994) is a 
structured interview designed to assess mental disorders according to the DSM-IV 
(American Psychiatric Association, 1994). The lifetime version of the CIDI was 
administered but in this study we only used the answers of the questions about the 
feelings of the respondents of the past month. To assess depression in specific, section 
E of the CIDI is used in the NESDA study where score 1 is ‘no’ and score 5 is ‘yes’. 
The CIDI is a reliable and valid interview (NESDA, 2004; Romera et al., 2002; 
Wittchen, 1994). The CIDI section E starts off with two so-called probing questions. 
The first two items (about feeling sad and a loss of interest) of the CIDI are being 
asked for every respondent, and only when one of those questions is answered with 
‘yes’, the following questions are being asked.  
 The Scale for Suicide Ideation (SSI; Beck et al., 1979) is a 19-item clinical 
rating scale to measure suicidal ideation with respect to the past week. Only the first 
five items of the SSI were used in the NESDA study to asses suicide ideation. The 
rationale for using the short form is that the large NESDA sample includes a large 
amount of participants without the presence of suicide ideation and with only 5 items 
to administer the participant, there is less risk of disrupting the relationship between 
interviewer and participant. In the NESDA study, when a participant scores positive 
on one of these five items, the participants is classified as a potential suicide ideator. 
Each item has three answer possibilities (0, 1 or 2) in ascending order of severity. The 
SSI is a valid and reliable scale to measure suicidal ideation (Beck et al., 1979; Holi et 
al., 2005; Zhang, & Brown, 2007).  
 The NEO Five-Factor Inventory (NEO-FFI; Costa & McCrae, 1992) is a 60-
item questionnaire with the five basic personality factors: neuroticism, extraversion, 
agreeableness, conscientiousness, and openness to experience. Each domain scale 
consists of 12 items that were selected from the NEO Personality Inventory (NEO-PI) 
items. Each item is rated on a 5-point Likert scale, ranging from ‘strongly disagree’ to 
‘strongly agree’ (Costa & McCrae, 1992). The NEO-FFI has satisfactory 
psychometric properties (Holden & Fekken, 1994; McCrae & Costa, 2004; Murray, 
Rawlings, Allen, & Trinder, 2003). 
 The Conners’ Adult ADHD Rating Scale (CAARS; Conners, Erhardt, & 
Sparrow, 1999) is created for adults to measure behaviours and symptoms to diagnose 
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ADHD. The CAARS - Self report, Screening Version (S: SV; Conners et al., 1999) is 
a 26-item self-report questionnaire. Respondents are asked to rate themselves on a 
range of symptoms and behaviours associated with ADHD in adults, using a 4-point 
scale (0 = not at all, never; 1 = just a little, once in a while; 2 = pretty much, often; 
and 3 = very much, very frequently). The CAARS – S: SV consists of four subscales: 
Inattentive symptoms, DSM-IV Hyperacticity/Impulsivity Symptoms, ADHD DSM-
IV Total Symptoms and ADHD Index (Conners et al., 1999). To assess impulsivity in 
specific, the 9-item subscale DSM-IV Hyperacticity/Impulsivity Symptoms (‘I have 
trouble concentrating when I'm working.’, ‘I find it hard to listen to what others say.’) 
is used. The other CAARS scales are not used in this study. Good psychometric 
properties have been found for the CAARS in the general population and for patients 
with the diagnosis of ADHD (Erhardt, Epstein, Conners, Parker, & Sitarenios, 1999). 
 The Leiden Index of Depression Sensitivity - Revised (Leids-R; Van der Does 
& Williams, 2003, unpublished) is a 34-item self-report measure of cognitive 
reactivity, which refers to the strength of the connection between a depressed mood 
and thinking in a dysfunctional manner. The LEIDS-R has six subscales: 
Hopelessness/Suicidality, Acceptance/Coping, Aggression/Hostility, 
Control/Perfectionism, Risk Aversion and Rumination. The 5-item subscale 
‘Hopelessness/Suicidality’ (HOP; ‘When I am sad, I feel more often hopeless about 
everything.’) and 6-item subscale ‘Aggression/Hostility’ (AGG; ‘When I feel sad I 
feel more like breaking things’) are used to assess hopelessness and aggression in 
specific. The other Leids-R scales are not used in this study. Respondents rate to 
which each statement suits them on a five-point Likert scale (0 = not at all; 1 = a bit; 2 
= moderately; 3 = strongly; and 4 = very strongly). A higher total score indicates 
stronger cognitive reactivity. Longitudinal studies support the validity of the LEIDS-r 
as a measure of depression sensitivity (Antypa, Van der Does, & Penninx, 2010; 
Giesbrecht et al., 2009).  
Analyses 
Classifying over- and under-reporting. In this study over-reporting was 
defined as higher reporting on self-reports than on clinician-rated interviews and 
under-reporting was defined as lower reporting on self-reports than on clinician-rated 
interviews. To categorize respondents as either over-reporting or under-reporting 
ideation symptoms or as respondents with consistent ideation across the different 
measures, questions about suicide ideation from the Inventory for Depressive 
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Symptomatology (Rush et al., 1986), Composite International Diagnostic Interview 
(Wittchen, 1994) and the Scale for Suicide Ideation (Beck et al., 1979) were selected. 
Respectively, one, four and five items were selected from the IDS, CIDI and SSI 
measurements. The question selected from the IDS was: ‘Thoughts of Death or 
Suicide’ (Rush et al., 1986). The selection of questions from the CIDI consisted of 
four questions: ‘Last month did you think a lot about death?’, ‘Last month did you 
feel so low that you thought about committing suicide?’, ‘Did you contemplate the 
way (as to how) you might do it?’ and ‘Did you attempt suicide in the past month?’ 
(Wittchen, 1994). The Scale for Suicide Ideation consisted of five selected questions 
about suicide ideation: ‘What feelings did you have last week about life and death? 
Did you want to live and how strong was this wish?’, ‘What feelings did you have last 
week about dying. Did you want to die and how strong was this wish?’, ‘What 
feelings did you have about reasons to love or die?’, ‘During last week, did you feel 
the desire to harm or poison yourself?’ and ‘During last week, did you think about (or 
maybe did it) crossing the road without looking, while you couldn’t care about being 
run over by a vehicle? Or did you neglect things that are necessary to save or maintain 
your life?’ (Beck et al., 1979).  
Based on these selected items, we calculated how many persons in total 
showed at least a weak suicide ideation on each measure (CIDI: n = 76; IDS: n = 823; 
and SSI: n = 346). Suicide ideation was classified as (weakly) present when at least 
one CDI/IDS/SSI question was scored higher than the score that was coded as 'no'. 
For each scale a dummy variable was computed indicating the presence of suicide 
ideation (0 = suicide ideation; 1 = no suicide ideation).  After calculating these 
dummy variables, the presence of suicide ideation on the IDS was compared to the 
presence of suicide ideation on the CIDI and the SSI. These comparisons resulted into 
a total of three different groups of reported suicide ideation: (1) with higher self-
reported suicide than in the clinical interview; (2) with lower self-reported suicide 
than in the interview; and (3) with self-report scores that were consistent with 
interview rated scores. Furthermore, two separate classifications were made and two 
logistic regression analyses were conducted, one for the CIDI vs. IDS and one for the 
SSI vs. IDS. 
Explanatory and control variables in logistic regression analyses. The 
variables impulsivity (CAARS), depression symptom severity (IDS), hopelessness 
reactivity (LEIDS-r), aggression reactivity (LEIDS-r), response inconsistency (IRT 
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based person-fit statistic) and the personality characteristics (NEO-PI-R; neuroticism, 
extraversion, openness to experience, agreeableness and conscientiousness) were used 
as independent variables in logistic regression analyses to investigate if they could 
explain the differences between self-reported suicide ideation as measured by the IDS 
and suicide ideation reported in the CIDI/ SSI. To identify response inconsistency, the 
Lz person fit statistic (Drasgow, Levine, & McLaughlin, 1987) has been used, one of 
the best and most popular person-fit statistic (Conijn et al., 2013; Conijn et al., 2014, 
Emons, 2008; Ferrando, 2012; Hendrawan, Glas, & Meijer, 2005). Lower values of 
the Lz person fit statistic have to be interpreted as indicating more inconsistency. 
Years of education, age, and gender (1 = male; 2 = female) were used in the 
regression analyses as control variables. In order to compare the parameters by effect 
size, the explanatory variables were standardized in the regression analyses (the mean 
of each variable was set to zero, and the standard deviation was set to one).  
 Logistic regression analyses. A binary logistic regression analysis was 
conducted for CIDI vs. IDS, with two groups. The groups are divided into: 1) over-
reporters: persons who show suicide ideation on the IDS, but do not show suicide 
ideation on the CIDI, and 2) baseline group: persons with self-report scores that were 
consistent with interview rated scores. For SSI vs. IDS, a multinomial logistic 
regression analysis was conducted with three groups: 1) under-reporters: persons who 
do not show suicide ideation on the IDS, but do show suicide ideation on the SSI, 2) 
over-reporters: persons who show suicide ideation on the IDS, but do not show 
suicide ideation on the SSI and 3) baseline group: persons with self-report scores that 
were consistent with interview rated scores. This third category was used as the 
reference (or baseline) category. For CIDI vs. IDS, only the baseline and over-
reporting group were used, because of the difference between the two questionnaires. 
Namely, the answers of the CIDI refer to the past month, and questions about the IDS 
and SSI refer to the past week. This means that the under-reporting group of CIDI vs. 
IDS (suicide ideation on CIDI and no suicide ideation on IDS) is consistent and 
therefore the under-reporting group of CIDI vs. IDS belongs in the baseline group. 
The rule for logistic models is that 5-9 events per predictor variable (EPV) should be 
used (Vittinghoff, & McCulloch, 2007). In this study, there are ten predictor variables 
and for SSI vs. IDS, there were 1516, 354 and 39 events (i.e. respondents) in total in 
respectively the baseline, over-reporting and under-reporting group, which means that 
the under-reporting group does not meet the 5 events per predictor rule. In CIDI vs. 
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IDS, there were 501 and 42 events in respectively the baseline and over-reporting 
group, which means that the over-reporting group does not live up to the 5 events per 
predictor rule. Therefore, in addition to the full model, we also estimated a reduced 
model with only those explanatory variables that significantly correlated with under- 
or over-reporting to make sure that the lack of significant effects was not due to weak 
statistical power. To determine the variance in the dependent variables explained by 
the independent variables, Nagelkerke’s Pseudo R2  was used (Meyers, Gamst, & 
Guarino, 2006). The analyses were conducted in IBM SPSS Statistics version 22 
(IBM Corp., Armonk, NY).  
Results 
Missing Data 
 Table 2 shows how many participants were included in each group of the 
logistic regression analysis. For the explanatory variables neuroticism, extraversion, 
openness to experience, agreeableness, conscientiousness, symptom severity and 
response consistency, there were between 34 and 42 missing values. The subscales 
Hopelessness/Suicidality and Aggression/Hostility of the Leids-R both had 364 
missing values and the CAARS had 97 missing items. The measurements of suicide 
ideation from the IDS, CIDI and SSI had 51, 2139 and 8 missing items respectively. 
The large number of missings on the CIDI was due to its two probing questions: only 
respondents that endorsed one of the two probing questions about feeling sad and 
having a loss of interest were included.  
Descriptive Statistics  
 The total valid sample of the multinomial logistic regression analysis SSI vs. 
IDS consisted of 1901 participants, which were divided into the over-reporting group 
(n = 354), the under-reporting group (n = 39) and the baseline (i.e., matching) group 
(n = 1516). The total valid sample of the binary logistic regression analysis CIDI vs. 
IDS consisted of 543 participants, with 42 participants in the over reporting group and 
501 participants in the baseline group (see Table 2). 
 Table 3 shows no substantially differences between the five groups on the 
explanatory variables. Calculating the differences between the five groups on the 
explanatory variables was based on the differences in the mean score and standard 
deviation and checked by calculating Cohen’s D. The biggest difference in mean 
scores between the over-reporting and baseline group that was found for IDS vs. CIDI 
was for IRT based response inconsistency (d = 0.68) and the smallest difference was 
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found for conscientiousness (d = 0.03). For IDS vs. SSI, the biggest differences in 
mean scores were found between the over-reporting and under-reporting group for 
again IRT based response inconsistency (d = 0.56) and between the under-reporting 
and baseline group for symptom severity (d = 0.004). 
 The correlations between the explanatory variables hopelessness, aggression, 
symptom severity, neuroticism, extraversion and conscientiousness were the highest 
(higher than .40) in which the positive correlations ranged from .49 to .60 and the 
negative correlations ranged from -.51 to -.60. 
Statistical Assumptions 
 All three assumptions to conduct logistic regression analyses were met 
(Meyers et al., 2006). First, there was an absence of perfect multicollinearity. 
Multicollinearity means that there are very high intercorrelations among the 
independent variables (Meyers et al., 2006). To detect extremely high 
intercorrelations, the tolerance and variance inflation factor (VIF; the reciprocal of the 
tolerance) was inspected. In the regression model including all explanatory variables 
the maximum VIF value of SSI vs. IDS was 2.76 and the maximum VIF value of 
CIDI vs. IDS was 3.02, which shows an absence of perfect multicollinearity. Second, 
there were likely no specification errors. All the predictors were based on literature 
and therefore included in the analyses and irrelevant predictors were excluded. Third, 
the independent variables were measured at the summative response scale level or 
were dichotomous variables. 
Results of Multinomial and Binary Logistic Regression Analyses 
 For the prediction of over- and under-reporting of SSI vs. IDS and over -
reporting of CIDI vs. IDS, Table 4 shows the results of the multinomial and binary 
logistic regression. The explanatory variable IRT based response consistency 
predicted discrepancy between SSI vs. IDS (b = -.34, p < .001) and between CIDI vs. 
IDS (b= -.66, p < .001) with both a negative effect. This means that when response 
consistency increased, the probability over-reporting as compared to the probability to 
belong to the baseline category decreased. Therefore, the hypothesis that IRT based 
response inconsistency is positively related to both under-reporting and over-reporting 
of suicide on self-reports in comparison to clinician-rated interviews is only 
confirmed for over-reporting. Agreeableness predicted discrepancy between CIDI vs. 
IDS (b = -.32, p < .10) with only a marginally negative effect and therefore is the 
hypothesis that agreeableness is negatively related to over-reporting of suicide on 
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self-reports in comparison to clinician-rated interviews not confirmed. For the control 
variable years of education was found that it predicted discrepancy between CIDI vs. 
IDS (b = .40, p < .05) with a positive effect, which means that when the years of 
education increased, the probability over-reporting as compared to the probability to 
belong to the baseline category increased.  
 Nagelkerke’s Pseudo R2 was only .05 in the multinomial logistic regression 
and 0.14 in the binary logistic regression, which indicates low explained (pseudo) 
variance and thus poor model fit.  
 Due to using standardized predictors, the estimated multinomial logistic 
regression coefficient B of the non-categorical variables can be interpreted as an effect 
size in these logistic analyses (see Table 3). For SSI vs. IDS, response consistency 
had the biggest effect size in predicting over-reporting and aggression reactivity had 
the biggest effect size in predicting under-reporting. For CIDI vs. IDS, response 
consistency had the biggest effect size in predicting over-reporting as well. 
Reduced Logistic Model 
 To get more precise results about the influence of the explanatory variables, a 
reduced model was made to investigate whether lack of significant results was due to 
the unfavourable ratio between the number of events per predictor variable (EPVs) 
and number of people in the over- and under-reporting group. This model includes 
only those explanatory variables that had significant correlations between the 
independent and dependent variables.  
 For SSI vs. IDS, it was found that impulsivity (r = -.06) and response 
consistency (r = -.15) significantly correlated with over-reporting but there were no 
significant correlations between the variables and under-reporting. This is not in total 
agreement with the results of the multinomial logistic regression analysis, because in 
that analysis, impulsivity (which did have the second biggest effect size) was found 
not to be significant. Therefore, a new logistic regression analysis was conducted with 
only impulsivity and response consistency as the independent variables and the over-
reporting-group of SSI vs. IDS as dependent variable. We found that impulsivity (b = 
-.15, p < .05) and response consistency (b = -.32, p < .001) significantly predicted 
over-reporting on the SSI vs. IDS with both a negative effect. This means that when 
impulsivity and response consistency increased, the probability of over-reporting as 
compared to the probability to belong to the baseline category decreased. Therefore, 
still the only confirmed hypothesis is that IRT based response inconsistency is 
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positively related to over-reporting of suicide on self-reports in comparison to 
clinician-rated interviews. 
 For the CIDI vs. IDS, it was found that response consistency (r = -.19) 
significantly correlated with over-reporting. This is not in total agreement with the 
results of the binary logistic regression analysis, because in the binary logistic 
regression analysis, besides response consistency, agreeableness was also found to be 
(marginal) significant. A new binary logistic regression analysis was conducted with 
only agreeableness and response consistency as the independent variables and the 
over reporting group of CIDI vs. IDS as dependent variable. Results showed that only 
response consistency (b = -.61, p < .001) significantly predicted discrepancies 
between CIDI vs. IDS with a negative effect. Therefore, again the only confirmed 
hypothesis is that IRT based response inconsistency is positively related to over-
reporting of suicide on self-reports in comparison to clinician-rated interviews. In 
general, we conclude that lack of power is unlikely to be an explanation of the 
absence of significant results.  
Discussion 
 The aim of this study was to investigate the possible explanatory variables for 
discrepancies between reported suicide ideation in self-reports and clinician-rated 
interviews. To this end, we first categorized respondents as either over-reporting or 
under-reporting ideation symptoms as compared to the clinician, or as respondents 
with consistent ideation. We used items about suicide ideation from the IDS, CIDI 
and SSI and determined how many persons in total showed at least a weak suicide 
ideation on each measure based on the selected items. Next, we compared the 
presence of suicide ideation on the IDS to the presence of suicide ideation on the 
CIDI and the SSI. At last, we used the explanatory variables as independent variables 
in multinomial (SSI vs. IDS) and binary (CIDI vs. IDS) logistic regression analyses. 
Main Findings 
  We found that IRT based response inconsistency was positively related to 
over-reporting on the IDS in comparison to both the clinician-rated interviews SSI 
and CIDI, which confirms the hypothesis made about IRT based response 
inconsistency. The same positive result was found for the control variable years of 
education with regard to over-reporting on the IDS in comparison to the CIDI. 
Agreeableness was negatively related to over-reporting on the IDS in comparison to 
the CIDI, but because the effect was only marginally significant, it could not confirm 
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our hypothesis. An unexpected result was found with regard to impulsivity, which 
was also negatively related to over-reporting on the IDS in comparison to the SSI and 
therefore rejects our hypothesis. No significant effects were found with regard to 
under-reporting on the self-report IDS in comparison to both the clinician-rated 
interviews SSI and CIDI. We did not find a significant effect for the explanatory 
variables aggression reactivity, symptom severity, hopelessness reactivity and the 
personality characteristics: neuroticism, extraversion, openness to experience and 
conscientiousness. Furthermore, descriptive statistics showed moderate differences in 
mean scores between the over-reporting, under-reporting and consistent groups for the 
explanatory variables. These results were consistent with the effects found in the 
logistic regression analyses.  
That IRT based response inconsistency was positively related to over-
reporting is consistent with the results of a very recent study of Conijn et al., (2015) 
where they investigated whether response inconsistency predicted discrepancy 
between patient and clinician reported depression severity. They found that response 
inconsistency predicted over-reporting but not under-reporting and clarified this by 
explaining that response inconsistency was a mediator of the effects of several 
predictors (e.g. cognitive problems and anxiety) on over-reporting. Other previous 
research provides an alternative explanation for the positive effect that was found of 
response inconsistency on over-reporting of suicide ideation on the IDS. Namely, 
Conrad et al. (2010) and Wanders, Wardenaar, Penninx, Meijer, & de Jonge (2015) 
found that patients reporting suicidal ideation without reporting other, milder 
depressive symptoms (e.g. feeling sad and having a loss of interest) were likely to 
obtain lower response consistency values. Thus, reporting only suicide ideation 
without the other symptoms that belong to depression can be seen as inconsistent 
responding. So an alternative explanation is that the relation between response 
inconsistency and over-reporting is due to a high score on the IDS item 16 (i.e., the 
item asking for suicide ideation) and that there is no direct relationship between 
response inconsistency and over-reporting. Thus the IDS item 16 score can be seen as 
a confounder. This means that the IDS item 16 score correlates with both response 
inconsistency and over-reporting and therefore causes the relationship between the 
two variables.   
 The negative effect of agreeableness on over-reporting of suicide ideation on 
the IDS is consistent with previous research (Enns et al., 2000) showing that low 
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agreeableness is associated with higher enforcement of depressive symptoms on the 
self-report BDI compared to the clinician-rated HamD. No further explanation for the 
negative effect of agreeableness has been given in de study of Enss et al. (2000). The 
result suggests that respondents low on agreeableness are more likely to over-report 
symptoms on self-report measures. A possible explanation could be that it is relatively 
easy for people who score low on agreeableness to quickly fill in a random answer to 
one question about suicide ideation because they are less willing to cooperate. With 
three out of the four answers of the IDS-item being classified as (weakly) present 
suicide ideation, the chance of filling in an answer that classifies the person as a 
(weakly) suicide ideator is 75% which could easily explain the over-reporting on the 
IDS.  
 The negative effect of impulsivity on over-reporting on the IDS is inconsistent 
with previous research (Kim et al., 2013) which has found more over-reporting for 
patients with higher impulsivity. Impulsive behaviour has little or no forethought or 
foresight about possible consequences (Winstanley, Eagle, & Robbins, 2006). 
However, suicide ideation is something that often comes with forethought, which is in 
agreement with a low score on impulsiveness. It therefore is possible that the people 
who scored low on impulsiveness found it easier to fill in the one single question of 
the IDS with the thought of a certain ‘yes’ than when a clinician asked multiple 
questions that could maybe trigger a certain doubt about how strong the suicide 
ideation really was.  
 The finding that years of education was positively related to over-reporting of 
suicide on the IDS is consistent with previous research demonstrating a positive 
association between educational level and over-reporting on self-reports in 
comparison to clinician-rated interviews (Enns et al, 2000; Rush et al., 2006; Sayer et 
al., 1993). It is possible that a higher educational level may be related to more 
willingness of self-reporting psychological distress (Enns et al., 2000).  
 The explanatory variables for which we did not find a significant effect are 
aggression reactivity, symptom severity, hopelessness reactivity and the personality 
characteristics: neuroticism, extraversion, openness to experience and 
conscientiousness. This is consistent with some other studies about the discrepancies 
between self-reported and clinician-rated depression where no significant effect for 
neuroticism (Duberstein, & Heisel, 2007; Kim et al., 2013), extraversion (Kim et al., 
2013), openness to experience (Enns et al., 2000; Kim et al., 2013; Schneibel et al., 
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2012) and conscientiousness (Duberstein, & Heisel, 2007; Enns et al., 2000; 
Schneibel et al., 2012) was found as well. 
Limitations 
 The sample used in the multinomial and binary logistic regression analyses 
using the discrepancy between the CIDI and the IDS as the outcome variable was 
rather small; only respondents that endorsed one of the two probing questions of the 
CIDI about feeling sad and having a loss of interest were included. Besides a small 
sample, the probing questions of the CIDI also created a selection bias in the sample 
used to assess the discrepancy between the CIDI and the IDS. This resulted in a non-
random sample, where a part of the data was excluded. This could be a threat to the 
external validity of this study, because the selection in the CIDI questionnaire makes 
it difficult to generalize the results to a general population. 
 A second limitation is that the questionnaires differed from each other. First, 
the CIDI differed from the IDS and SSI because the answers of the CIDI referred to 
the past month, and questions about the IDS and SSI referred to the past week. As a 
result, we could not define an under-reporting group of CIDI vs. IDS and that resulted 
in using only two groups (over-reporting and the baseline group) in the logistic 
regression. The analyses thus differ with respect to those concerning the SSI vs. IDS 
in which there were three different groups (over-reporting, under-reporting and 
baseline). It would be better if there would be another clinician-rated questionnaire 
instead of the CIDI that referred to the past week just like the SSI and IDS, so that the 
two samples both exist of three groups. Second, the questionnaires do not have 
exactly the same items that have to be answered. For example, items of the CIDI were 
more direct and contained one question. Examples of CIDI-items are: ‘Last month did 
you feel so low that you thought about committing suicide?’ and ‘Did you 
contemplate the way (as to how) you might do it?’. The items of the SSI however 
often contained two questions in one item and sometimes were very similar. 
Examples of SSI-items are: ‘What feelings did you have last week about life and 
death? Did you want to live and how strong was this wish?’ and ‘What feelings did 
you have last week about dying. Did you want to die and how strong was this wish?’. 
For the IDS, only one item was selected and that single item was more general than 
items of the other questionnaires. This item was: ‘Thoughts of death or suicide’. The 
difference in items in the questionnaires is a limitation, because only when the items 
of different questionnaires are equal, it is possible to assess absolute differences 
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between self-report and clinician-rated scores (Conijn et al., 2015). The variability 
between items in the questionnaires is a threat to the statistical conclusion validity of 
this study (Kazdin, 2013). 
 Another limitation is that we found inconsistent results with regard to previous 
studies for impulsivity, aggression reactivity, symptom severity, hopelessness 
reactivity, which makes the results for those explanatory variables not generalizable. 
The inconsistent results could be explained by the methodological differences 
between our and other studies, including differences in sample (with the selection bias 
in the CIDI questionnaire), the use of slightly different personality measures (NEO-
PI-R vs. NEO-FFI) (Duberstein, & Heisel, 2007) and different questionnaires to 
measure suicide ideation. Namely, studies that have investigated discrepancies in self-
reported and clinician-rated suicide ideation (Gao et al., 2015; Joiner et al., 1999; 
Kaplan et al., 1994) used different questionnaires (HASS, MSSI, MINI, SPS, QIDS-
SR-16) for reporting suicide ideation than we did (IDS, CIDI, SSI). It is possible that 
other effects with regard to the explanatory variables would be found if other 
questionnaires were used or if a self-report version of the SSI and/or the CIDI 
questionnaire was used so that the content of the questionnaires is equal. 
Strengths 
We estimated a reduced model to investigate whether lack of significant 
results was due to the unfavourable ratio between the number of events per predictor 
variable (EPVs) and number of people in the over- and under-reporting group. Lack 
of significant effects might be due to weak statistical power, which is a threat to the 
validity of statistical conclusions of a study. The reduced model included only those 
explanatory variables that significantly correlated with under- or over-reporting. 
Therefore, the reduced model did have enough EPVs to live up to the 5 events per 
predictor rule and consequently enough power to detect the differences between 
groups when those differences truly exist in a valid way (Kazdin, 2013). 
Furthermore, instead of one questionnaire, there were two clinician-rated 
questionnaires (SSI and CIDI) used that were compared to the self-report 
questionnaire (IDS), which gives a replication of the results in the study itself. This 
replication should strengthen the external validity of this study, because it decreases 
the likelihood of findings being the results of chance (Kazdin, 2013). As mentioned 
before however, only the significant result of IRT based response consistency was 
consistent in both the logistic regression analyses. The other significant results of the 
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explanatory variables were only found in either IDS vs. IDS or SSI vs. IDS. Therefore 
most of our results might not be generalizable. 
Implications for Future Research 
 Future research could aim to replicate the results concerning the IDS and the 
CIDI by using an even larger sample as there were in the sample used to study 
discrepancies between the CIDI and the IDS. There still will be missing values, but 
because of the bigger sample, a bigger amount of valid values will be left than there 
are now.  
 A second possibility for future research is to use another clinician-rated 
questionnaire instead of the CIDI. The results can then be generalized beyond the 
sample with selection bias due to the CIDI probing questions. Therefore, creating a 
self-report version of the SSI and/or the CIDI questionnaire so that it has both a 
clinician-rated and self-report version is a suggestion for future research into 
discrepancies in self-reported and clinician-rated suicide ideation.  
 As mentioned before, this study has shown that response inconsistency is 
positively related to over-reporting of suicide on self-reports in comparison to 
clinician-rated interviews. However, there are specific types of response 
inconsistency, which were not separately investigated in this study. Future research 
should investigate the specific types like careless, random, acquiescent or extreme 
responding. Results of these studies can potentially show that only specific types of 
response consistencies are related to over- or under- reporting of suicide ideation.  
 At last, the explanatory variables for which there haven’t been found a 
significant effect and the ones for which an inconsistent effect was found in this study 
should be further investigated. This is important, because previous research did find 
significant effects of some of our explanatory variables with regard to the 
discrepancies between self-reported and clinician-rated depression and suicide 
ideation and with regard to aberrant response behaviour. In addition, the current null 
findings may be due to limitations inherent to the current study or specific 
characteristics of the scales or sample under study. Future research can hopefully 
result in more consistent results concerning explanatory variables. This is important, 
because the explanatory variables help to understand the advantages and 
disadvantages of self-reported and clinician-rated suicide ideation. These insights 
could be used to make a thoughtful decision for the use of either self-reports or 
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clinician-rated interviews so that patients won’t be longer over-diagnosed, or worse, 
under-diagnosed with suicide ideation.  
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Table 1 
List of explanatory variables and their expected effects with supporting references 
Explanatory variable  Expected 
effect  
Reference(s) supporting expectation  
Response inconsistency +/– Conijn et al., 2014; Conijn et al., 2015; 
Handel, Ben-Porath, Tellegen, & Archer, 
2010; Meyer et al., 2013 
Impulsivity + Kim et al., 2013 
Symptom severity + Carter et al., 2010; Domken et al., 1994; 
Gao et al., 2015 
Aggression reactivity +/– Grunebaum et al., 2006; Mann, et al., 1999 
Hopelessness reactivity + Tsujii et al, 2014 
Neuroticism + Chioqueta, & Stiles, 2005; Domken et al., 
1994; Duberstein, & Heisel, 2007; Enns et 
al., 2000,  Schneibel et al., 2012 
Extraversion – Enns et al., 2000, Schneibel et al., 2012 
Openness to experience – Duberstein, & Heisel, 2007 
Conscientiousness + Austin, Deary, & Egan, 2006; Ferrando, 
2012; Schmitt et al., 1999 
Agreeableness – Enns et al., 2000 
Note. ‘–‘ indicates significantly lower self-report scores compared to clinician rated 
scores, ‘+’ indicates significantly higher self-report scores compared to clinician rated 
scores, and ‘+/–’ indicates a way of discrepancy. 
	 25
Table 2 
Descriptive statistics for dependent variables 
 Valid n (%) 
 SSI vs. IDS CIDI vs. IDS 
 (valid n = 1909) (valid n = 543) 
Baseline group 1516 (79.4) 501 (92.3) 
Over-reporting 354 (18.5)  42 (7.7) 
Under-reporting 39 (2.0) n. a. 
Note. The valid N is included in the logistic regression analyses 
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Table 3                                     1/2 
Descriptive statistics for explanatory variables and questionnaire total scores  
   SSI vs. IDS (valid n = 1909) 
 Total sample 
(valid n = 1928) 
Over-reporting  
(valid n = 354) 
Under-reporting  
(valid n = 39) 
Baseline  
(valid n = 1516) 
Variable Total n (%) M (sd) n (%)  M (sd) n (%)  M (sd) n (%)  M (sd) 
Sex, male 1002 (33.61)  182 (33.77)  20 (35.71)  775 (33.30)  
Sex, female 1979 (66.39)  357 (66.23)  36 (64.29)  1552 (66.70)  
Age  41.86 (13.08)  41.58 (13.21)  42.23 (12.36)  41.92 (13.09) 
Years of education  12.15 (3.27)  12.22 (3.25)  12.98 (3.48)  12.12 (3.27) 
Response consistency 2947 (98.86) .00 (1.24) 539 (100) -.39 (1.43) 56 (100) .32 (1.06) 2327 (100) 0.09 (1.76) 
Aggression reactivity 2717 (91.11) 4.67 (4.25) 485 (89.98) 4.71 (4.15) 52 (92.86) 4.94 (4.81) 2026 (87.06) 4.65 (4.28) 
Impulsivity 2305 (77.32) 6.46 (3.66) 409 (75.88) 5.99 (3.39) 43 (76.79) 7.41 (3.73) 1810 (77.78) 6.50 (3.68) 
Symptom severity 2941 (98.66) 21.49 (14.21) 528 (97.96) 20.85 (13.31) 56 (100) 21.70 (12.66) 2299 (98.80) 21.65 (14.34) 
Hopelessness reactivity 2617 (87.79) 4.74 (4.61) 486 (90.17) 4.52 (3.99) 52 (92.86) 4.63 (4.08) 2025 (87.02) 4.80 (4.75) 
Extraversion 2942 (98.69) 36.90 (7.39) 530 (98.33) 37.19 (6.93) 56 (100) 38.18 (6.85) 2297 (98.71) 36.80 (7.50) 
Neuroticism 2943 (98.73) 36.26 (9.37) 530 (98.33) 35.76 (8.92) 56 (100) 36.11 (8.69) 2298 (98.75) 36.41 (9.48) 
Openness to experience 2939 (98.59) 38.23 (5.96) 529 (98.14) 38.09 (5.95) 56 (100) 38.54 (6.81) 2295 (98.62) 38.25 (5.94) 
Conscientiousness 2941 (98.66) 41.66 (6.45) 529 (98.14) 41.85 (6.34) 56 (100) 42.11 (6.42) 2297 (98.71) 41.61 (6.50) 
Agreeableness 2941 (98.66) 43.77 (5.27) 529 (98.14) 43.72 (4.99) 56 (100) 43.82 (5.85) 2297 (98.71) 43.79 (5.32) 
Note. The valid N is included in the logistic regression analyses. A high value on response consistency indicates consistency and a low value 
indicates inconsistency. The continue predictors are standardized. 
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Table 3                 2/2 
Descriptive statistics for explanatory variables and questionnaire total scores  
 CIDI vs. IDS (valid n = 543) 
 Over-reporting Baseline 
 (valid n = 42) (valid n = 501) 
Variable  n (%) M (sd) n (%) M (sd) 
Sex, male 19 (31.67)  281 (36.35)  
Sex, female 41 (68.33)  492 (63.65)  
Age  40.13 (12.21)  40.73 (13.14) 
Years of education  12.60 (3.27)  11.99 (3.20) 
Response consistency 60 (100) -.70 (1.42) 773 (100) .17 (1.12) 
Aggression reactivity 49 (81.67) 4.55 (4.06) 673 (87.06) 4.81 (4.53) 
Impulsivity 53 (88.33) 5.74 (3.37) 601 (77.74) 6.23 (3.59) 
Symptom severity 60 (100) 22.62 (14.16) 764 (98.83) 22.18 (14.34) 
Hopelessness reactivity 49 (81.67) 4.37 (4.69) 673 (87.06) 4.81 (4.53) 
Extraversion 60 (100) 37.40 (7.40) 765 (98.97) 36.68 (7.37) 
Neuroticism 60 (100) 36.17 (9.95) 765 (98.97) 36.98 (9.30) 
Openness to experience 60 (100) 37.65 (5.51) 764 (98.83) 38.44 (6.11) 
Conscientiousness 60 (100) 41.15 (6.23) 765 (98.97) 40.95 (6.66) 
Agreeableness 60 (100) 44.67 (4.99) 765 (98.97) 43.74 (5.28) 
Note. The valid N is included in the logistic regression analyses. A high value on response  
consistency indicates consistency and a low value indicates inconsistency. The continue  
predictors are standardized. 
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Table 4 
Results of multinomial logistic regression for SSI vs. IDS and binary logistic 
regression for CIDI vs. IDS 
Note. A high value on response consistency indicates consistency and a low value 
indicates inconsistency. The continue predictors are standardized.  
1p<.10, *p<.05, **p<.01, ***p<.001 
 
 
 
 
 
 
 
 
 
 
 
 SSI vs. IDS  CIDI vs. IDS  
B B 
Over-reporting Intercept -1.47** - 
Sex (male gender) .07  .36 
Age .05 -.01 
Years of education -.01 .40* 
Response consistencya -.34*** -.66*** 
Impulsivity -.17 -.25 
Symptom severity (IDS) .05 .17 
Hopelessness reactivity .07 -.09 
 
 
 
 
 
Under-
reporting 
 
Extraversion -.07 -.11 
Neuroticism -.07 -.02 
Openness to experience -.02 -.21 
Conscientiousness .04 -.39 
Agreeableness .02 -.321 
Intercept -3.85*** 
Sex (male gender) .14 
Age -.07 
Years of education .32 
 Response consistencya .27 
 Impulsivity .30 
 Symptom severity (IDS) .15 
 Hopelessness reactivity .05 
 Extraversion .14 
 Neuroticism .06 
 Openness to experience -.05 
 Conscientiousness .18 
 Agreeableness .07  
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